Purpose: The aim of this study was to determine the factors affecting the quality of life pregnant women during the third trimester of pregnancy. Materials and Methods: The study group of this crosssectional research comprise of the pregnant women resident in a province center in Central Anatolia. 12 neighborhoods were chosen using simple random sampling method and the pregnancy registries of the selected neighborhoods available in Family Health Centers were used. The study was performed via home visits and the research sample consisted of 742 pregnant women. "Personal Information Form" and "Quality of Life Scale" were used for data collection.
INTRODUCTION
Although pregnancy is a physiological phenomenon, it is a life stage requiring serious bio-psycho-social adjustment for a woman and her family. The major health problems that adversely affect women's health and quality of life occur in pregnancy, childbirth and postnatal periods 1 . Quality of life is a multidimensional concept that includes physical, mental, emotional and social functioning, and focuses on the effects of health on quality of life 2 .
Quality of life is affected by one's body health, mental state, social relations, independence level, and personal beliefs, but can also be affected by the person's relationship with his/her own environment. As well as psychosocial changes, changes in physical, social and mental domains may affect the quality of life of pregnant women 2 . In other studies, it is stated that pregnancy is related to significant changes in quality of life 2 , changes in pregnancy decrease the quality of life, and as the pregnancy progresses, postpartum physical functioning and well-being perception decrease compared to pre-pregnancy 3, 4 . In addition, the quality of life in pregnancy can affect the woman's birth process, the health of the fetus and the baby, and the outcomes of labor 4 . Low quality of life, especially in physical health, is associated with an increase in low birth weight infant rate 5 .
Increased physical complaints in the third trimester of pregnancy, anxieties about herself and baby's health, and fear of childbirth may lead to a decrease in the quality of life of pregnant women. In a study evaluating the quality of life in pregnancy, though they had no health-related complaints, it was determined that most of the pregnant women had a low quality of life and the lowest mean scores were in role physical and in role emotional domains 6 . Chang et al 7 reported that physical health was very bad in the third trimester because of the poor physical functioning in the late pregnancy. In this period, even if pregnant women meet their need for support from their immediate environment, they may also need the support of a midwife/nurse who provides home care services 8 .
In parallel to technological developments in recent years, developments in the field of health have made progress in the biological treatment of patients. Moreover, the necessity of addressing psychosocial problems has also come into the agenda and the quality of life of the patients has begun to be addressed more. When the literature was examined, it was observed that studies evaluating the quality of life in chronic diseases increased, but studies on quality of life in pregnancy, especially the quality of life in the third trimester, were inadequate. Accordingly, this study was conducted to determine the quality of life and the affecting factors of pregnant women in the third trimester.
MATERIALS AND METHODS
This cross-sectional study was conducted in a city center of Central Anatolia Region between January 1 and April 30, 2016. The population of this study consisted of pregnant women living in a city center. 20% of the 62 neighborhoods in the city center were aimed to be sampled. As a result, a total of 12 neighborhoods were selected by simple random sampling method from 4 for each neighborhood that Selvi 9 determined their socioeconomic status as high-medium-low in his thesis study. For the selection of pregnant women, records of pregnant women in Family Health Centers of the relevant neighborhoods were used. A total of 742 pregnant women living in the city center who had no communication difficulties, mental disabilities and who agreed to participate in the study formed the sample.
The data were collected by "Personal Information Form" and "The World Health Organization Quality of Life Questionnaire (WHOQOL-BREF)" in order to determine the quality of life of the pregnant women.
Assessment scales Personal Information Form
Which was created by the researchers after the literature review, was composed of 19 questions about socio-demographic (age, educational background, marriage period, employment status etc.) and obstetric characteristics (number of pregnancy, para, planning on getting pregnant, preparation for motherhood) of pregnant women 2, 4, 5, 7, [11] [12] [13] [14] [15] .
The World Health Organization Quality Of Life Scale (WHOQOL-BREF)
WHOQOL-BREF developed by the World Health Organization, was used in the study. This scale consists of 27 items and has a five-point rating system. It is evaluated as 1 = very bad, 2 = slightly bad, 3 = neither good nor bad, 4 = quite good and 5 = very good. WHOQOL-BREF includes physical, mental, social, environmental and national environmental domains. Possible obtainable scores from the subscale range from 0 to 20. As the scores increase, so does the quality of life. Eser et al 10 in 1999 conducted the reliability and validity study of the Turkish version of the scale. In the validity and reliability study, Eser and colleagues 10 found a Cronbach's alpha coefficient of 0.83 for the physical area, 0.66 for the psychological area, 0.53 for the social area, 0.73 for the environmental area and 0.73 for the national environmental area. In this study Cronbach alpha values were the physical 0.765, mental 0.721, social 0.599 and environmental 0.753 domains respectively.
The study was carried out as a home visit by the researchers and an appointment was made with women prior to the visit. In the home visit, the consent of pregnant women was obtained by reading the information in the volunteer form. "Personal Information Form" and "Quality of Life Scale" were filled out by the ones who accepted to participate and the interview lasted approximately 20 minutes. In order to protect the rights of the pregnant women, the purpose of the interview was explained in accordance with the principle of "Informed Consent", they were stated that information would be kept confidential in accordance with "Confidentiality and Privacy Policy" and the participation would be voluntary in accordance with "Respect for Autonomy". The study was conducted in accordance with the Helsinki Declaration Principles.
Statistical analysis
Statistical evaluation of the data was undertaken using SPSS 22.0 software for Windows. The data were analyzed using Kolmogorov Smirnov and Shapiro Wilk tests. Number, percentage, mean, standard deviation, Independent Sample T-Test and One-way ANOVA tests were used. In addition, logistic regression analysis was performed to determine the "low" quality of life. Statistical significance was accepted as p<0.05.
RESULTS
The average age of the third trimester pregnant women was 27.6±5.4 (min 17-max 44) and 81.5% of the pregnant women were in the 20-34 age group. It was found that 50.9% of the pregnant women were primary school graduates, 57.1% were married for 5 years, 82.3% did not work in any kind of jobs, 73.5% had equal income and expense, 60.1% perceived their health as very good. In addition, it was determined that 35.7% had their first pregnancy, 41.4% had their first birth, 70.1% had planned their pregnancy, and 82.7% felt ready for motherhood ( Table 1 ). When physical, mental, social and environmental domain scores of pregnant women in the study were examined, their mean scores were found 13.8±2.5, 14.5±2.3, 14.6±2.8 and 14.8±2.2, respectively.
When the quality of life subscale mean scores were examined, the physical domain was found statistically significantly higher in pregnant women who aged 19 and below (14.2±2.5), who were married for 5 years (14.0±2.4), who had no chronic disease (13.9±2.4), who perceived their health as very good (14.5±2.2), who had their first and second pregnancies (14.0±2.4 and 14.1±2.5), who did not give birth before (14.1±2.5) and who stated that they were ready for motherhood role (14.0±2.4) (p<0.05) ( Table 1) .
Mental domain was found to be statistically significantly higher in pregnant women who had education at the level of high school or more and in illiterate ones (15.0±2.1 and 15.4±2.0), who were married for 5 years (14.6±2.2), who were working (15.0±2.1), who had nuclear families (14.7±2.3), who had higher income than their expense (15.0±2.3), who perceived their general health as very good (15.1±2.0), who had their first and second pregnancies (14.9±2.1 and 14.5±2.3), who did not give birth before (15.0±2.1), who planned their pregnancy (14.6±2.2) and who stated that they were ready for motherhood role (14.7±2.2) (p<0.05) ( Table 1) .
Social domain was found to be statistically significantly higher in pregnant women who had education at the level of high school or more and in illiterate ones (14.9±2.6 and 14.9±2.3), who were married for 5 years (14.6±2.7), who were working (15.2±2.6), who had nuclear families (14.8±2.6), who had higher income than expense (15.0±2.4), who perceived their general health as very good (15.1±2.7), who had their first pregnancy (15.0±2.6) and who did not give birth before (15.0±2.6) (p<0.05) ( Table 1) .
Environmental domain was found to be statistically significantly higher in pregnant women who had education at the level of high school or more and in illiterate ones (15.3±2.1 and 15.6±2.5), who were married for 5 years (15.1±2.1), who were working (15.6±2.0), who had nuclear families (14.9±2.2), who had higher income than expense (15.7±2.0), who perceived their general health as very good (15.1±2.1), who had their first pregnancy (15.3±2.1), who did not give birth before (15.4±2.1) and who planned their pregnancy (14.9±2.2) (p<0.05) ( Table  1 ).
In one-way analyses, logistic regression analysis was performed to determine the effects of the variables associated with having "low" quality of life. While logistic regression analysis was performed, cut-off points were determined according to -1 standard deviation. The share of individuals who were below the cut-off point, ie those with low quality of life, was examined. Accordingly, those having less than 11.37 from the physical domain constituted 13.1% of all pregnant women (n=97), those having less than 12.23 from the mental domain constituted 15.9% of all pregnant women (n=118), those having less than 11.82 from the social domain constituted 10.4% of all pregnant women (n=77) and those having less than 12.55 from the environmental domain constituted 17.4% of all pregnant women (n=129). In our study, it was positive that 86.9% of pregnant women had a moderate and high quality of life from physical, 84.1% from mental, 89.6% from social and 82.6% from environmental domains. According to these results, the quality of life of 82.6% of pregnant women is good in all subscales. In a large community study with 3936 pregnant women in the first, second and third trimester, Bai et al 13 found that more than 60% of pregnant women had a healthy physical level, 86% had a healthy mental level throughout the pregnancy. The results of this study are consistent with the results obtained in our study, and even the pregnant women in our study have a better quality of life. However, unlike the findings of our study, many studies conducted in Iran showed that the quality of life of pregnant women in Iran was significantly lower than the overall population of Iranian women 14 . This difference may be due to differences in sociocultural and socioeconomic levels.
In our study, pregnant women who were aged 19 and below, whose duration of marriage were 5 years, who had no chronic disease, who perceived their health as very good, who had first and second pregnancies, who did not give birth before and who were ready for the role of motherhood had a higher quality of life in the physical domain. In quality of life physical domain, perceived physical health level was emphasized rather than measured physical health level. In the literature, there are studies in accordance with our study results showing that the quality of life of the pregnant women who have first pregnancy is better 15 , the quality of life of women with high parity may be lower in the physical domain 16 and that the quality of life of pregnant women with chronic disease may be worse in both short and long terms 17 . In the study of Calou et al 18 gestational age and maternal age constituted 51% of the negative changes in the quality of life of pregnant women. In contrast to this result, another study showed that there was a higher prevalence of sleep in young pregnant women due to the presence of hormonal changes that are characteristic of this age group 19 . In many studies, young mothers' age is associated with poor quality of life 13 and this is in conflict with our results. Those who experienced their first pregnancy in the early period may have felt physically better and showed more positive parenting behavior as they were more excited and willing.
Quality of life mental domain was higher in pregnant women who had education at the level of high school or more and in illiterate ones, who were married for 5 years, who were working, who had nuclear families, who had higher income than their expense, who perceived their general health as very good, who had first and second pregnancies, who did not give birth before, who planned their pregnancy and who stated that they were ready for motherhood role. Low education, financial dissatisfaction, and unplanned pregnancy lead to poor quality of life 13 . Calou and et al 20 reported that women with poor financial status/lack of financial security tended to have a lower quality of life than women with financial security and that this may affect the future health or well-being of mothers. Çalıkoğlu et al 15 also found high mental health scores in pregnant women who had a regular income, who planned their pregnancy and who had no chronic disease. Unplanned pregnancy was found to be an important risk factor for mental health in women 21, 22 . Moreover, that unplanned pregnancies can affect women's mental health more than physical health 22 is supported by our study results.
The results of a qualitative study have also showed that planned pregnancy brings with it the happiness of pregnant women 2 .
Quality of life social domain was higher in pregnant women who had education at the level of high school or more and in illiterate ones, who were married for 5 years, who were working, who had nuclear families, who had higher income than expense, who perceived their general health as very good, who had their first pregnancy and who did not give birth before. In the study of Çalıkoğlu et al 15 social functioning scores of those having an education above primary education, having a regular income, having social security, having a first pregnancy and having a planned pregnancy are higher. In another study, it was determined that the quality of life social domain scores of the pregnant women who had an education above primary school and whose income was good were better 11 . The results of this study are consistent with our study results.
Quality of life environmental domain was higher in pregnant women who had education at the level of high school or more and in illiterate ones, who were married for 5 years, who were working, who had nuclear families, who had higher income than expense, who perceived their general health as very good, who had their first pregnancy, who did not give birth before and who planned their pregnancy.
In the study of Altıparmak 11 , environmental domain scores of those having an education above primary education, working, having a regular income, living in a nuclear family and having a planned pregnancy were higher. The results of this study are consistent with our study results.
In our study, the quality of life of mental, social and environmental domains of the pregnant women who perceived their income to be more than their expenses was higher. In the study of Kara et al 23 the quality of life mean scores of pregnant women with low socioeconomic status were found to be significantly lower than those with high socioeconomic status. Our study is significant in terms of showing the obstetric and demographic differences of the pregnant women who have good socioeconomic status and who do not. In women with low socioeconomic status, quitting education, unemployment, and social isolation can be seen commonly. In such a case, pregnancy may adversely affect the mother and the fetus.
Regression analysis showed that education affected the mental and environmental domains of the quality of life negatively. In some studies, it was found that educational level had a positive effect on quality of life 11, 15 . It was observed that the mental domain of quality of life of pregnant women with education higher than primary school was better than the other pregnant women. There are studies supporting this idea 11, 15 . As the level of education increases, it is thought that the awareness of the pregnancy period and the expectations of the health services will increase, pregnant women's expectations will be met, their satisfaction and the quality of life will increase as much as they can cope better with the problems. The quality of life of the pregnant women who perceived their income to be less than expense was negatively affected by the environmental domain. Quality of life increases as the economic status of the pregnant woman increases. This relationship was also found in the study of Altıparmak 11 . Low-income level is considered an important factor in the low quality of life of pregnant women 24 .
In the regression analysis, it was determined that the perception of the health status of pregnant women affected all domains of the quality of life. Calou et al 18 found that the physical, mental, environmental and social changes in pregnancy affected the relationships between the pregnant and other people and that the support of the spouse and the environment showed a positive 30% effect in the quality of life of the pregnant woman. Pregnancyrelated physical and mental disorders limit the activities of the pregnant women and even minor changes can significantly affect the daily life of the pregnant woman 25 . Therefore, it is thought that how the pregnant woman perceives her health and how she feels herself are effective in all domains of the quality of life.
Having two and more births had a negative impact on the physical domain of the quality of life, having one and more birth had a negative impact on the mental and social domains, and having three or more pregnancies had a negative impact on the environmental domain. As the number of pregnancies and births increases, the quality of life of pregnant women is negatively affected. In a Gambia study, it was found that having at least one child was one of the goals of marriage and that most of the pregnant women were happy to be pregnant 26 . It can be thought that pregnant women who are more excited in their first pregnancies may feel psychologically worse in later pregnancies with the negative effect of not taking time and the increase in responsibility as a result of the pregnancy and the number of children. In addition, the increase in the number of pregnancies and births may cause physical and mental depletion of the mother and various health problems. For all these reasons, it is thought that the environmental domain quality of life and the general health perception of pregnant women are affected negatively. Chang et al 7 showed that the negative health condition with increasing number of pregnancies and children were factors that decrease the quality of life.
Being a mother is a happy event for a woman but also a difficult state of change that requires new roles and responsibilities 27 . In our study, not being ready for the role of parenting had a negative effect the mental domain of quality of life. Maternity role is gained after birth, starting from the pregnancy period, the high level of education of mothers has a positive effect on maternal role development 27 . Accordingly, in our study, being a primary school graduate affected the mental domain of the quality of life negatively. Pregnant women with high level of education can be considered to have higher selfconfidence, they search more about baby care issues during pregnancy, thus increasing their confidence in the baby care and all these factors make them feel ready for the maternity role of pregnant women.
This study is important and remarkable in terms of conducting it as a home visit, in terms of the lack of national and international studies evaluating the quality of life in pregnant women in the last trimester and in terms of achieving the results to fill the gap in the literature. In the study, the relationship between quality of life and sociodemographic variables in the third trimester pregnant women was explained along with causality relationship. This study is also important in terms of having a large population consisting of 742 pregnant women in the third trimester, evaluating the quality of life of pregnant women in physical, social, mental and environmental aspects and in terms of determining the factors causing the low quality of life.
The physical, mental, social and environmental domain mean scores of the pregnant women were 13.8, 14.5, 14.6 and 14.8, respectively. Although this study determined the quality of life scores of pregnant women, it also showed that different factors could affect the quality of life of pregnant women. The quality of life of third-trimester pregnant women was affected by general health perception, educational level, number of pregnancies and births, the perception of economic status and being ready for the parental role. It is important that health care professionals, especially the midwives, provide care for pregnant women and determine the factors that affect the quality of life of the pregnant women in the third trimester.
Midwives and other health professionals should recognize factors that adversely affect the quality of life in pregnant women and cooperate among disciplines to address them at an early stage to prevent inequalities in quality of life. As a result, health professionals should pay more attention to the quality of life of pregnant women and affecting factors. In the evaluation of the quality of life of pregnant women, it is recommended to perform qualitative studies and to perform studies in large samples in which the quality of life and the affecting factors of the same pregnant woman in each trimester are determined.
Limitations of the study: When the literature was examined, no similar study was found in the same sample size and as a home visit with third-trimester pregnant women. In this respect, this study is the first study in the case of a large community in the form of a home visit. However, it can be generalized only to pregnant women in the province center of the country where the study is conducted.
